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MY MINNEesOTA

Protecting the Public Since 1885 | pharmacy.board@state.mn.us

BCARD OF PHARMACY

On Behalf of a Partnership or Sole Proprietor, has the Individual(s)
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Been convicted of a felony in any court?
If yes, provide all related documentation and/or an explanation on a separate sheet.

Habitually indulged in the illegal use of narcotics, stimulants, or depressant drugs; or habitually indulged in
intoxicating liquors in the manner which could cause incompetence in the operation of the facility?
If yes, attach a separate document with an explanation.

Been convicted of theft of drugs or the unauthorized us, possession, or sale thereof?
If yes, attach a separate document with an explanation.

Previously applied for a license to operate a facility in Minnesota?
Applied for a license to operate a facility in any other state?

If yes to the above, was the application denied by the Board of Pharmacy or appropriate licensing agency?
If yes, attach a separate document with an explanation.

If a license was granted, was it later suspended, revoked, or placed on probation?

In connection with any violations, did the licensing agency issue any warning or reprimands?
If yes, attach a separate document indicating nature of violation and an explanation of why it happened.

The data you supply on this form will be used to assess your qualifications for licensure. You are not legally required
to provide this data, but we will not be able to grant the license without it. This data will constitute a public record,
when the licensure is granted, and, at that time, copies may be issued to anyone.

Acknowledgment

| have read the above statement and | agree to supply the data on this form with full knowledge of the information
provided in that statement. In addition, |, the undersigned, do hereby certify that all the information above is true
and correct and that the firm will be operated in compliance with all applicable laws and regulations.

Signature of Owner, Partner, Managing Officer, or Authorized Individual Date

Type or Print Full Name
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Title

2829 University Ave. SE, Suite 530 | Minneapolis, MN 55414
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